Background: The Affordable Care Act (ACA) has increased rates of public and private health insurance in the United States. Increasing coverage could raise hospital revenue and reduce the need to shift costs to insured patients. The consequences of ACA on hospital revenues could be examined if payments were known for most hospitals in the United States. Actual payment data are considered confidential, however, and only charges are widely available. Payment-to-charge ratios (PCRs), which convert hospital charges to an estimated payment, have been estimated for hospitals in 10 states. Here we evaluated whether PCRs can be predicted for hospitals in states that do not provide detailed financial data. Methods: We predicted PCRs for 5 payer categories for over 1,000 community hospitals in 10 states as a function of state, market, hospital, and patient characteristics. Data sources included the Healthcare Cost and Utilization Project (HCUP) State Inpatient Databases, HCUP Hospital Market Structure file, Medicare Provider of Service file, and state information from several sources. We performed out-of-sample prediction to determine the magnitude of prediction errors by payer category. Results: Many individual, hospital, and state factors were significant predictors of PCRs. Root mean squared error of prediction ranged from 32 to over 100 % of the mean and varied considerably by which states were included or predicted. The cost-to-charge ratio (CCR) was highly correlated with PCRs for Medicare, Medicaid, and private insurance but not for self-pay or other insurance categories. Conclusions: Inpatient payments can be estimated with modest accuracy for community hospital stays funded by Medicare, Medicaid, and private insurance. They improve upon CCRs by allowing separate estimation by payer type. PCRs are currently the only approach to estimating fee-for-service payments for privately insured stays, which represent a sizable proportion of stays for individuals under age 65. Additional research is needed to improve the predictive accuracy of the models for all payers.
Background
Three major elements of hospital cost accounting are the charge to payers, the total payment received from payers, and the cost to produce the services provided. Payments usually fall well below charges because of negotiated discounts and delayed or missed payments.
Under the Affordable Care Act (ACA), more than 20 million people are expected to gain insurance through Medicaid or health insurance exchanges [1] . Increasing coverage could raise hospital revenue and reduce the need to shift costs to insured patients. The consequences of ACA on hospital revenues could be examined if payments were known for most hospitals in the United States. Reliable payment data could also enable consumers to choose providers that offer better value than others, eventually leading to market-level gains in efficiency. Such data would also support research on how hospitals negotiate payments for specific conditions, how prices vary among payers, and the financial implications of payer mix within a hospital market area.
Medicare and Medicaid fee-for-service payments can be calculated based on publicly available information, although the effort is labor intensive. Payments from private payers are not publicly available because hospitals treat them as proprietary. A standard approach to estimating private payments has been to apply the Medicare cost-to-charge ratio (CCR) to charges for inpatient stays; if profit margins are low then on average costs should be similar to payments. This method is only approximate, however, in two senses: payments received are not the same as costs incurred, and there can be wide variation in the payments made by private payers, Medicare, and other payers for identical stays. Improving the quality of economic analyses will require better methods for estimating payments.
Levit, Friedman, and Wong [2] obtained confidential financial data on community hospital stays in 10 states. The data enabled them to calculate hospital-level "priceto-charge" ratios (PCRs) for five types of payers: Medicare, Medicaid, private insurance, uninsured individuals, and other payers such as workers compensation programs.
(Because of the ambiguity of price, we will hereafter refer to PCRs as payment-to-charge ratios. The construction and meaning remain the same as in Levit et al.) The estimated payment for a stay in hospital i funded by payer j is simply the charge multiplied by PCRij.
The purpose of PCRs is to enable researchers to readily estimate the payment for a hospital stay when exact payment data are unavailable. Data sources for the PCR estimates include patient demographic and clinical information from administrative claims data, as well as publicly available information on the hospital and its market, and selected state policies. The PCR is the link between charges, which are widely available, and payments, which are not. PCRs improve on the traditional CCR method by directly estimating the payment rather than approaching it indirectly through estimated cost and by providing better granularity in payer types.
Accuracy of the PCR is essential to reliable prediction of payment. Accurate PCRs would be assured if appropriate financial data were available for all hospital stays. At this time, however, only 10 states of the 46 contributing data to the Healthcare Cost and Utilization Project (HCUP) provide the requisite financial data. We therefore extended the work of Levit et al. [2] by investigating whether PCRs can be estimated for states in which such financial data are not available. Our approach was to model the PCRs in the 10 original states using only the information that is widely available for states contributing to HCUP. We then assessed the size and stability of out-of-sample prediction errors for each payer category and determined the correlation of the PCRs with traditional CCRs.
Methods

Empirical model
Our goal was to model a separate ratio of payments to charges for each payer. The data consisted of individual claims that were aggregated to stays and sorted by primary payer. The payment-to-charge ratio for payer type j is the ratio of total payments to total charges across all stays at the hospital with that primary payer. Nearly all values are positive and a few exceed 1.0. We retained for analysis stays associated with PCRs greater than zero and no greater than 1.0; the others represent outliers or cannot be modeled with a logarithmic link function.
We predicted the five PCRs in separate equations as functions of state, market, hospital, and patient characteristics using a generalized linear model with a log link and gamma-distributed errors. Each equation has this form:
where i indexes hospitals, j indexes payer category, C ij represents casemix variables, H ij are hospital characteristics, and S i are state characteristics that apply to every hospital in the state. A time subscript was unnecessary because we analyzed a single year of PCR data. The loglinear specification was chosen on the basis of skewness in residuals of ordinary least squares models. A PCR is specific to a payer j within a hospital i, so the unit of analysis was the hospital-payer combination. Person-level characteristics were therefore represented by hospital-level means across all stays in the dataset.
There is potential endogeneity among the PCRs at a hospital. In a study of the links among hospital market concentration, pricing, and profits, Robinson [3] found evidence that hospitals cut costs in response to lower Medicare margins, thereby improving margins for both publicly and privately insured patients. Hospitals may react to higher private-sector profits by raising costs, thereby reducing profits or causing losses for publicly funded stays [4] . Hospitals' margins on publicly insured patients may also affect how hard they bargain with private insurers. A recent review by Frakt [5] found that cost-shifting from public to private insurance occurs, although it may be less than popularly imagined. Both studies imply that the Medicare and Medicaid payment levels may affect payment levels for other payers.
We wished to capture this within-hospital interaction in order to improve the accuracy of the PCR estimates. Our approach was an iterative estimation method proposed by Telser [6] . Equations are estimated individually and the errors are saved. Next, each payer equation is estimated a second time, with the first-stage errors of the other payer equations as new independent variables. The process may be repeated. There is no firm guidance available on when the estimates will converge, although Conniffe [7] suggests that it may occur as soon as the second stage. Here we adopt a two-stage model.
We assessed goodness of fit through model characteristics and by assessing the match of actual and predicted PCRs. The specific criteria include the predicted mean, mean absolute error (mean of the absolute value of the predicted errors), and root mean squared error (RMSE). RMSE is similar to mean absolute error but gives extra weight to larger deviations. Lower mean absolute error and lower RMSE indicate better fit.
Variables
We represented casemix through payer-level averages within hospital of stay-level indicators for female gender, age group (1-7, 18-35, 36-45, 45-55, or 56 years and older), race/ethnicity (non-Hispanic White, nonHispanic Black, Hispanic, and other or missing), and All-Patient Refined Diagnosis Related Group (APR-DRG) severity level. The severity levels indicate "the extent of physiologic decompensation or organ system loss of function" [8] . The levels range from 0-4, where 0 indicates no decompensation or loss of function and 4 indicates almost total decompensation or loss. Each value is represented by a separate indicator variable in the regression models. Each stands for the proportion of hospital stays during the study period that fell into that APR-DRG category.
Hospital classifications included average DRG weight, indicators for hospital designation as a critical-access facility, a rural referral center, a sole community provider, or a teaching hospital. We calculated average DRG weight within each payer across all discharges whose primary payer was the relevant payer category. It is weighted by discharge, rather than by person, as a single individual could have more than one hospital stay in our data. The critical-access designation was created to enhance the financial viability of small, isolated, rural, or otherwise necessary hospitals by requiring Medicare to pay them on a cost basis rather than prospectively [9] . Rural referral centers are rural hospitals with relatively high volume that treat a large number of complicated cases and transfers from small rural hospitals. The Herfindahl-Hirschman Index (HHI) captured competition in the hospital market. We defined the market as every hospital within 15 miles of the one at which a stay took place. Changing the radius likely would not affect the results [10] .
As noted earlier, we limited our data to community hospitals in 10 states for which PCRs had been developed by Levit et al. [2] . The states were California, Florida, Massachusetts, Nevada, New Jersey, Virginia, West Virginia, Wisconsin, and two Northern states that did not give permission to be identified.
We The models for Medicare and Medicaid stays each contained four additional variables: the average number of Medicare (or Medicaid) stays and its square, and the average length of stay (ALOS) for Medicare (or Medicaid) stays, and its square. These variables reflect the hospital's scale and efficiency. Including the square enabled us to estimate whether payments relate to scale and efficiency without the assumption of linearity.
Data
Healthcare cost and utilization project (HCUP)
Stay-level records were extracted from the HCUP State Inpatient Databases (SID), sponsored by the Agency for Healthcare Research and Quality (AHRQ). HCUP is one of the largest data sources on inpatient care in the United States, featuring records on more than 90 % of community hospital stays each year [11] . HCUP databases integrate the data collected by state governments, hospital associations, and private data organizations to create a national health care information resource of hospital, ambulatory surgery center, and emergency department data. In 2006 the SID captured most inpatient stays from all community hospitals in 46 states. The records include information on patient demographics, diagnoses, procedures, charges, payers and prices (payments), and hospital characteristics.
HCUP hospital market structure file
The HHI was derived from the HCUP Hospital Market Structure file. HHI equals the sum of the squares of the market shares for hospitals in the market. Table 1 lists the data sources for the state policies described earlier.
State data
PCR values
We obtained from AHRQ the PCR values developed by Levit et al. [2] . They represent the dependent variables of the regression models.
State fixed effects
Although our models control for a variety of state policies and characteristics, there could still be unobserved variation related to PCRs. We therefore estimated the same models a second time with state fixed effects in place of the state-level variables.
Out-of-sample validation
To validate the PCR models, we arbitrarily chose one large state from each of three Census regions to exclude from a second round of regressions: California (West), Wisconsin (Midwest), and Florida (South). We then applied the resulting coefficients to stays in the omitted state and compared the estimated PCRs to the actual PCRs.
Comparison to CCRs
HCUP cost-to-charge ratios (CCRs) may be used to estimate a hospital's cost of producing care [12] . Although PCRs represent the payment rather than cost, they should be similar to CCRs because hospitals often experience low profit margins. If the PCRs and the CCR correlate highly, then the choice between them could become one of researcher convenience. Conversely, low correlations would suggest that studies using the CCR may be biased for one or more payer types, the cost and the payment may diverge substantially for certain payer types, or that PCRs cannot be estimated accurately for some states.
At the hospital level we calculated the Pearson correlation of each of the five estimated PCRs with the hospital CCR. The PCRs were the actual values for the 10 states from which they could be calculated directly (Levit et al. [2] ) and predicted values from the secondstage regressions for the remaining 35 states. Because we believe that values below zero or greater than or equal to 1.0 represent outliers, in the correlation analysis we dropped hospitals for which any of the PCRs had those values. Results are shown with chi-square significance tests.
Analyses were carried out in SAS 9.2 (SAS Institute; Cary, NC) and Stata 11 (StataCorp; College Station, TX).
Results
Descriptive statistics
The contributing states had 1,144 hospitals in 2006 [2] , about 20 % of all US community hospitals. After eliminating hospitals with missing or outlier PCRs, the count of hospitals by category was 1,110 for Medicare, 1,061 for Medicaid, 1,105 for private insurance, 899 for selfpay, and 868 for other insurance. The first set of independent variables represents patient characteristics. Women represented the majority of insured stays. The age distribution varied considerably by payer type, which may reflect the rising illness rates across age groups, the effect (for Medicaid in particular) of eligibility based on pregnancy, and the preponderance of people over age 65 in Medicare based on age-related eligibility. Blacks and Hispanics were most common in the Medicaid and self-pay categories, which reflected a lower income and consequent lower likelihood of private insurance. There was considerable missingness in the race/ethnicity category, however, which limited our ability to draw firm conclusions. Only a small percentage of stays (1.3 to 4.2 %) ended in death. Relatively low APR-DRG Severity scores of 1 and 2 were most common, accounting for more than 70 % of stays.
Most hospital characteristics had similar frequencies across payers. Stays in critical access hospital were most common in stays funded by Medicare (9.5 %) or private insurance (9.3 %), although they were much less common for self-paid stays and those with other types of insurance. Only 3.3 to 4.3 % of stays across funders were in rural referral centers, reflecting their relatively small size. Sole community providers accounted for similar numbers of stays across payers as well, from 7.6 to 8.7 %. Stays in teaching hospitals were very common, representing 29.4 to 32.4 % of stays on average. The Herfindahl-Hirschman Index of hospital-market competition averaged between 3.45 and 3.81 by payer, with highest values for stays funded by Medicare and Medicaid. The average DRG weight varied considerably across payer groups, from .878 for Medicaid to 1.32 for Medicare, reflecting the difference in age distributions across payers.
Medicare stays averaged 4,190 per hospital with a length of 6.40 days. The average number of Medicaid stays was 2,050, and their average length was slightly shorter at 6.01 days.
The remaining variables were measured at the state level. The average state deficit was over $5.4 billion for each payer category, figures skewed upward by the presence of California. Per capita 2006 income averaged just over $41,000 across payer categories. There was moderate variation across states in the number of elderly uninsured under the federal poverty level (FPL), but relatively little across payers. The Medicaid eligibility threshold relative to the FPL was quite similar across payers for children's eligibility (range 1.03 to 1.04) and for adults (range 1.03 to 1.13). Medicaid per capita spending ranged from $1,119 to $1,162 with moderate variation across states. The average CHIP enrollment rate among eligible individuals was 85 % for all payer groups. The mean number of FQHCs per 1,000 people ranged from 6.74 to 6.94 across payers.
Generalized linear models of hospital payment-to-charge ratio by payer
Coefficients from the PCR regression models appear in Table 3 . Each column represents a separate model, one for each payer type. These are second-stage results that include the error terms of the first stage as regressors. Each figure represents the percentage effect on the PCR of a one-unit increase in the independent variable, all else equal. Figures for age group, race/ethnicity, and APR-DRG severity index are interpreted relative to the omitted categories, respectively ages 56-65, White, and APR-DRG severity level 0 or 1. Average demographic characteristics among a hospital's inpatients were significant predictors of PCRs in all insurance categories. Female gender was only significant for private insurance, where it had a large, negative coefficient. Age groups were significant for all categories except Medicaid. Large, positive coefficients for Medicare recipients under age 65 may reflect the difference between the omitted category (age 65 or older), which includes people of all health levels, and the younger age groups, whose eligibility indicates chronic and substantial disability. Either Hispanic ethnicity or other/missing race was statistically significant in each model, while Black race was always insignificant.
Hospital-level proportions of the two ex post severity measures-death during the inpatient stay and APR-DRG severity level-were significantly related to PCRs for Medicare, Medicaid, privately funded, and other-funded stays, but not to stays self-paid by patients. Hospitals with higher proportions of deaths had higher PCRs while those with higher proportions of high-APR-DRG stays (patients with higher severity) had lower PCRs.
The four special hospital designations were significantly related to every PCR category except self-pay. All of the variables were associated with higher Medicare PCRs, three with Medicaid and private insurance, and one with other. Being a critical-access hospital was associated with higher PCRs for Medicare and Medicaid, which implies that the cost-based payments they receive are closer to their charged amounts than are standard prospective payments. Rural referral status was significantly related to higher Medicare and Medicaid PCRs as well. Sole community provider status was also associated with higher PCRs for stays paid by Medicare and private insurance but not for Medicaid. Teaching hospital status was associated with significantly greater PCRs for stays paid by Medicare, Medicaid, and private insurance, but lower PCRs for those paid by other insurance.
The HHI based on 15-mile radius had a positive and significant association with the PCR for all payer categories except self-pay. For private insurance it follows the standard economic reasoning that hospitals in more concentrated markets use their greater bargaining power to extract higher payments. For other payers rates are not set by hospital-level negotiation, and so the relation of HHI to PCRs most likely reflects geographic correlation with causal factors rather than direct causality. The total impact is relatively small regardless. For private payers, the combined effect of an increase in HHI of 10 percentage points, calculated over an HHI range of 20 to 50 percent, is to increase the PCR by 2.0 to 4.4 %.
Average DRG weight was significantly related to PCR only for self-pay stays, where it had a small positive coefficient. The number of Medicare and Medicaid stays were all insignificant. Medicare average length of stay (ALOS) was insignificant as well, while greater Medicaid ALOS was correlated significantly with higher Medicaid PCRs. Higher area wages were significantly related to lower PCRs for Medicare and Medicaid, which implies that higher wages lead to Number of FQHCs per 1,000 nonelderly uninsured -.000*** -.000*** -.166*** -.000*** -.037*** higher charges that are not fully captured in wage adjustments made in these federal programs. Alternatively it could reflect higher charges for other reasons in areas that also have higher wages. The state characteristics in the models were strongly associated with several PCRs. Lower PCRs were most often associated with worse economic conditions (higher deficits, lower income) and a more generous (higher) Medicaid eligibility threshold for children. Conversely, more generous eligibility thresholds for working-age parents were associated with higher PCRs for four of the five insurance categories. Higher Medicaid spending per capita was positively related to PCRs for Medicaid, Medicaid, and private insurance but lower PCRs for self-pay and other insurance. Higher CHIP enrollment rates were associated with sharply lower PCRs for all categories except other insurance. A greater number of FQHCs were significantly related to lower PCRs in all models.
At least one of the first-stage error terms was significant in the Medicare, Medicaid, and private insurance models. In two cases the relationship was reflected in mutual significance of one's error in the other's model: Medicare and Medicaid, and Medicare and private insurance. The insignificant coefficients were much smaller and were as likely to be negative as positive.
Alternative models with state fixed effects
An alternative set of models replaced the state-level variables with state fixed effects. Of the 9 included state effects-California was the excluded category-from 3 to 7 were significant at the 99 % confidence level in each regression. They produced results (not shown) similar to those of the main models but with slightly worse corrected values of the corrected Akaike Information Criterion [13] , a measure of overall goodness of fit. We therefore conclude that the main models are doing a sufficient job of capturing state-level variation relevant to PCRs. Table 4 resents results of the out-of-sample validation exercise. We estimated the regression models for each PCR a total of three times, each time omitting one state. We then estimated the RMSE of the PCRs for the included states and, based on out-of-sample estimation, for the omitted states.
Out-of-sample validation
Out-of-sample RMSE values were lowest for Medicare (range .177 to .269) and Medicaid (.116 to .287) and highest for self-pay and other categories (.452 to .900). In-sample RMSE was lower than the out-of-sample RMSE in most cases, as expected. Table 5 presents descriptive statistics and Pearson correlations of the HCUP CCRs and the five PCRs. The 838 hospitals represented here had all PCRs in the range of 0 to 1; this is more restrictive than the regressions, which require only that the PCR serving as the dependent variable fall in that range. We found that CCRs were highly correlated with estimated PCRs for Medicare, Medicaid, and private insurance (range 0.75-0.79, p < .01) but were uncorrelated with PCRs for self-pay and other insurance. Estimated PCRs for Medicare, Medicaid, and private insurance were highly correlated as well (range 0.62-0.77, all p < .01). The self-pay PCRs were significantly correlated with the PCRs for Medicare, Medicaid, and private insurance, although the correlations were low (range −0.10 to 0.21, all p < .01). The PCRs for other payers were likewise correlated significantly with Medicaid and self-pay PCRs but with low correlations (range 0.08 to 0.24, both p < .05).
Correlations between PCRs and CCRs
Discussion
Levit and colleagues [2] showed that payments could be estimated from charges and other hospital information in 10 States. They estimated payment-to-charge ratios for five types of payers for each facility. If PCRs are to be used widely for research, it must be feasible to calculate or estimate their values for a larger number of states. The remaining states do not provide enough financial detail for exact PCRs to be derived. We therefore investigated whether PCRs can be estimated with reasonable accuracy based on characteristics of the state and of each hospital and its patients. We find that the estimates have moderate accuracy for the most common payer categories of Medicare, Medicaid, and private insurance. Although Medicare and Medicaid fee-forservice payments can be estimated by other means, they will not match the PCRs for those payments (Levit et al. [2] ). PCRs may represent the best method currently available for predicting what hospitals receive from Medicare, Medicaid, and privately insured patients.
The estimated prediction errors of the PCRs were not small. The relative errors (RMSE divided by mean PCR) from Table 4 range from was 55 % to 84 % for Medicare, according to which state was omitted; from 32 % to 78 % for Medicaid; from 64 % to 93 % for private insurance; from 99 % to 133 % for other insurance; and from 97 % to 147 % for self-pay. If a hospital charged $10,000 for a Medicaid stay and received $4,000, it would represent a true PCR of 40 %. An absolute prediction error of ± 50 % would yield predicted payments ranging from $2,000 to $6,000. Whether this range is sufficiently small will depend on the user's needs. We are not aware of studies of bias from using the CCR or some other alternative, and so the relative size of the PCR prediction error remains unknown.
We acknowledge potential endogeneity between PCRs and the predictive characteristics. For example, we use demographic characteristics specific to each payer and hospital. Over the long run hospitals may react to PCRs by selectively attempting to build business among patients with certain conditions. If successful, these efforts would likely affect the demographic mix. Market share could be endogenous as well if hospitals choose to locate in high-margin regions. We partially control for this through state-level variables, but there may be longer-term patterns that a time-series analysis could reveal. The HCUP Hospital Market Structure File is created only every three years, however, and interpolation of intermediate years would be arbitrary.
PCRs versus alternative estimators
The Medicare PCR represents an alternative to the Medicare CCR and to the Medicare payment estimated by pricer software. Levit et al. [2] explains the development of the PCR in detail, noting that the average price of hospitals stays in the 10-state sample is considerably different under the Medicare pricer ($9,850) and the Medicare PCR ($8,418). This difference is enough to suggest that simply using the pricer output could lead to a substantially different answer to most research questions.
Medicaid fee-for-service payments for certain stays may be calculated based on publicly available payment rules. (Hospital-level bonuses or penalties raise the additional issue of how to attribute those to individual stays.) Fee-for-service (FFS) equivalent payments could likewise be estimated for stays under capitated managedcare plans if a state has a public FFS payment formula. Gathering the information, particularly interstate variations in Medicaid payment and coverage, could be quite burdensome for a regional or national study. For Medicaid-funded stays within one or a few states, though, this approach could be preferable. PCRs may be the only option beyond CCRs for estimating prices for privately insured and self-paid stays, and the few funded by other types of insurance. Little or no information is publicly available on payments from those insurance sources, and almost by construction there is no information on self-paid stays.
We found that CCRs were highly correlated with PCRs for Medicare, Medicaid, and private insurance. A high correlation makes sense given the relatively low profit margins of hospitals; a low profit margin indicates that payments are similar to costs on average. CCRs did not correlate well with PCRs for self-pay and other insurance, however. This could reflect an inherent lack of correlation or variation across hospitals in our ability to accurately estimate PCRs for those categories of payers. Regardless, correlation does not imply a lack of bias nor the relative size of any bias in CCRs or PCRs, but merely that the CCR and PCR values tend to move in tandem across hospitals.
Uses of PCRs
PCRs can assist researchers and policymakers in several ways. The most obvious is to observe how payments vary by primary payer. They can be used to understand differences in payments across geographic regions, at any level of geographic specificity, and to see how those react to policies at the state and federal level. A study by White [14] analyzed how hospitals respond to Medicare payment cuts; PCRs would provide an alternative and straightforward method for measuring Medicare payments, and it would allow estimation of the impact of Medicare payment changes on payments by private insurers. PCRs can help public policymakers to better understand hospitals' responses to differential payment amounts for similar services across payers. PCRs represent an alternative to proprietary databases for obtaining estimated payments for privately insured stays. They also provide insight into payments received for uninsured stays, a category not found in claims databases because no insurance claim was filed.
We see three options for researchers considering use of PCRs. One is to use the parameter estimates from our tables with relevant hospital and state characteristics to develop PCRs for additional states. This approach would be useful for developing payment metrics for broad analyses. If greater precision is needed, then it may be advisable instead to use the estimates from Levit et al. [2] in the original 10 states. A third option is to use CCRs as a rough approximation of PCRs. The two have fairly high correlations for major payer categories. With the caveats noted above, using CCRs may be sufficient for comparisons within a small group of hospitals.
Conclusion
Hospital payments for stays funded by Medicare, Medicaid, and private insurance can be predicted with moderate accuracy for states where this information is not provided. Together with the directly calculated PCRs available from Levit et al. [2] , researchers can now obtain payment estimates for community hospital stays from major payer groups.
The results illustrate the wide range of hospital paymentto-charge ratios by payer and the considerable variation in these ratios across states. Because the prediction errors are large for predicted PCRs of self-pay and other insurance, better models will be needed before they can be estimated with acceptable accuracy.
